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ABDOMEN. 

I. A Contribution to the Surgery and Pathological 
Anatomy of Intussusception. By Or. Conrad ll;u nm.k 
(M iinstcrlingen). One case was diagnosticated as an invagination 
caused by a carcinoma of the rectal wall. A parasacral incision 
was made, followed by posterior proctotomy, and amputation of 
the tumor. Suture of the peritoneal coat of the inlussuscipicns 
to the intussusception, whereupon the bowel retracted itself into 
the peritoneal cavity. A laparotomy was done to revise the line of 
suture, and to guard against pressure on the line of suture by 
the fatccs, colostomy was performed. After the fifth day the 
bowel was moved by enema; three months later the artificial 
anus was closed by suture. In the second instance, proctotomy 
was followed by amputation of the invaginated bowel with the 
tumor; but since some of the invagination was still irreducible, 
laparotomy was resorted to, and again reduction was impos¬ 
sible ; therefore colostomy was a last resort. Two weeks later 
the invagination was passed by anus, and ten weeks thereafter 
the artificial anus was closed by suture. The other two cases in 
adults were examples of the ordinary iicociecal invagination pecu¬ 
liar to childhood. A most unique feature in one case was the 
presence of an accessory pancreas adherent to the blind end of a 
Meckel’s diverticulum which started the invagination. As the 
conditions were acute, laparotomy was the first indication, and in 
both instances resection was performed, this being the only ra¬ 
tional procedure, since colostomy alone, leaving the invagination 

to he passed per anus, is uncertain, and carries with it the addi- 
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tional danger of perforation into the peritoneal cavity. The same 
holds good for anastomosis and intestinal exclusion. It is of 
great importance in resection to determine the limits of gangrene. 
•—Bcilriigc stir klinischen Cliirurgic, Hand xxv, Ileft 2. 

Martin W. Wake (New York). 


II. A Characteristic Species of Femoral Hernia as a 
Result of the Bloodless Method of Treatment of Congeni¬ 
tal Dislocation of the Hip. By A. Fakatii (Utrecht). 

This peculiar hernia was observed six times in four patients, 
out of a total of forty-seven patients with sixty-five dislocations. 
The ages of the children at the time of the appearance of the her¬ 
nia were seven, eight, and eleven years. 

In nearly all the cases treatment was begun by traction on the 
limb (mechanical or manual), then abduction to ninety degrees, 
with kneading and pressing of the adductors, and, finally, the 
actual reposition manoeuvres according to l’aci, Lorenz, or other 
methods. 

The femoral hernia;, which were not detected till the expira¬ 
tion of six months, present the same type. They are situated just 
below l’oupart's ligament, their base being six to seven centi¬ 
metres broad; they arc on front of the vessels and nerve, and 
extend several centimetres downward. The hernia: are generally 
empty or nearly so, only becoming prominent on coughing or ex¬ 
ertion ; this is probably the reason why they have escaped the 
attention of other observers. 

The origin of this particular form of hernia is to be sought 
in an extensive damage to the individual portions of the crural 
opening, as a result of the various mechanical results consequent 
on the bloodless method of reduction. Such are great traction on 
the limb, marked abduction, kneading, and pressing of the inser¬ 
tions of the adductors and the tensor vagina: femoris, fixation of 
the pelvis by the process of reduction, the prominence of the head 
of the femur in the groin, the bringing together of the insertions 
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of (lie psoas iliaeus and pccliucus, llic long-continued fixation of 
the hip in the plastic splint. These various disturbing features 
bring about a tearing, pushing aside, loosening, and atrophy of 
the crural arch and the sheath of the vessels, and thus give rise to 
a protrusion of the peritoneum beneath l’oupart’s ligament.— Vcr- 
liuiidliliigcn ties tlenlscheu Gescllschaft fiir Chiritrgie, XXV11! 
Kongrcss. 


GENITO-URINARY ORGANS. 

I. Dissemination and Prognosis of Cancer of the Penis. 
By Dit. Kuttxkr (Tubingen). Two recent cases of cancer of 
the penis in the Tubingen clinic were attended with features of 
great significance as regards the invasion of the lymphatics. In 
the first case, the organ was almost entirely removed, and the 
inguinal glands on the left side were cleared out. There was an 
early recurrence under the anterior abdominal wall in the pre¬ 
vesical region, but neither the penis nor the inguinal glands were 
implicated and remained free during the rest of the patient’s life. 
In the second case,—amputation for a small growth,—the inguinal 
glands were not enlarged and were not removed. Two years 
later, there were marked evidences of implication of the pelvic 
lymphatics. Six mouths later, shortly before death, the inguinal 
glands became involved. 

These cases would seem to differ from the usual experience, 
that cancer of the penis acts in the opposite manner from cancer 
of the testicle, in that the inguinal glands are first implicated, and 
the pelvic glands secondarily. 

Experimental work on the lymphatics of the penis shows that 
it has a superficial and deep chain of lymph vessels. The first 
variety is of little interest; the vessels empty into the inguinal 
glands. The deeper chain derives its principal origin from the 
glans, whose lymphatic channels communicate also with those of 
the urethral mucous membrane: they form a subfascial group 
accompanying the dorsal vein. A large proportion of this lymph 
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finds its way into the inguinal glands, the other lymph channels 
empty into the glands in the interior of the pelvis, the modus ofu'r- 
aitt/i being as follows: a lymph vessel passes behind the spermatic 
cord and under lVmparl’s ligament, and terminates in one of the 
glands adjoining the external iliac vein. A lymph vessel accom¬ 
panying the dorsal vein reaches the anterior surface of the sym¬ 
physis pubis where a small gland is situated. The lymph trunk 
emerging from this plexus passes over the symphysis between the 
recti muscles, and runs on the inner aspect of the abdominal wall, 
parallel to the pelvic brim, and to the left it divides into branches, 
one of these passing into the lesser pelvis ends in a hypogastric 
gland, the other in a gland somewhat to the median aspect of the 
spermatic vessels. Still another vessel, at the root of the penis, 
is directed externally, passes over the insertions of the adductor 
and pcctinctis muscles, reaches the large blood-vessels and accom¬ 
panies them to a group of glands situated at the point where the 
ureter crosses the iliac vessels. The lymphatics of the urethral 
mucous membrane pursue a different course. A lymphatic vessel 
accompanies the dorsal vein but passes below instead of above the 
symphysis, and terminates in a plexus around the distal portion of 
the prostatic urethra. From this plexus issue two large trunks. 
One goes diagonally to the anterior abdominal wall and down¬ 
ward, terminating in an iliac gland located on the horizontal ramus 
of the pubes to the inner side of the crural ring. The other trunk 
goes to the upper anterior aspect of the bladder, crosses one of the 
glands called by Waldcycr-Gcrota “ anterior vesical glands," 
curves then to the left, and ends in the hypogastric glands. The 
succeeding lymphatic vessel has no communication with the chan¬ 
nels situated along the dorsal vein; it arises exclusively from the 
urethral system. At the edge of the Irigonum it perforates the 
lateral bladder wall, passes a small gland resting on the bladder, 
and arrives at the iliac vessels, which it follows. 

These anatomical details explain the possibility of the clinical 
features quoted above. It is an established fact that there arc 
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numerous lymphatics of the penis which skip the inguinal glands 
and empty into those of the pelvis, a large proportion of which are 
situated at a point quite remote from the original lesion. As the 
lymphatics of the foreskin communicate with those of the glans, 
and these in turn with those of the urethra, in every form of penile 
cancer, no matter where its origin, there is a possibility that one of 
these channels above described may serve to disseminate the dis¬ 
ease. 

These observations have perhaps less influence on therapy 
than on prognosis. This latter is in general fairly good; as, for 
example, in fifty-eight cases in Brim’s clinic, there were 59JT per 
cent, cures of from three to twenty-nine years’ standing.— Vcr- 
lumdlungt'11 tier ilculsclu'it Gcscllschafl fur Cliirurgie, XX VIII 
Kongress. 


CiiAitu.s I.. GmsoiV (New York). 



